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PALLIATIVE CARE REFERRAL PROCESS
Abstract
Problem: Heart failure (HF) is one of the most common causes of hospital admissions and
emergency department visits in the United States. HF patients are at high risk for hospital
readmission: 25% of HF patients discharged from the hospital are readmitted within 30 days of
discharge, and 50% are readmitted within 6 months (Vedel & Khanossov, 2015).
Context: Palliative Care (PC) has been shown to be an effective way of managing distressing
HF symptoms and thus of reducing hospital readmissions, yet patients are infrequently referred
to PC services during their transition from hospital to home (Lowey & Liebel, 2016). Currently,
there is no standardized referral process for patient care coordinators (PCCs) to refer HF patients
to PC services.
Interventions: Standardized scripting was developed and implemented as a tool for PCCs to
educate patients about the benefits of PC. Four PCCs implemented the intervention over the
course of 30 days, and together, they identified 26 HF patients appropriate for PC referral.
Measures: Process measures include: the development and implementation of the standardized
PC referral process; the number of completed PC referrals after utilization of the standardized PC
referral process.
Results: Among the 26 patients identified, 22 (85%) received the PC standardized scripting, and
of those 22 patients, 12 (43%) provided verbal consent to the PC referral and were referred to PC
services. An incidental finding is that the PC team was very limited in way of providing PC
services and in-depth educational symptom management to HF patients in the inpatient and
outpatient settings related to staffing resources.
Conclusions: The use of standardized scripting was successful in increasing and stream-lining
the referral process of HF patients to PC services. However, there is an opportunity for the PC
team to optimize symptom management and improve clinical outcomes by way of hiring more
PC physicians and nurses to initiate PC consult in the hospital and to continue the management
of HF patients regularly in the outpatient arena. It may also be beneficial to assess a PC
department at a facility of like size and demographics to evaluate and possibly emulate their
processes & successes.
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Introduction
Heart failure (HF) is one of the most common causes of hospital admissions and
emergency department visits in the United States. An estimated 5.7 million Americans have
HF, and the prevalence of HF is expected to increase by 25% by the year 2030 (Schell, 2014).
HF patients are at high risk for hospital readmission: 25% of HF patients discharged from the
hospital are readmitted within 30 days of discharge, and 50% are readmitted within 6 months
(Vedel & Khanossov, 2015). Accordingly, specially trained nurses are needed to provide
education and support to these patients and their caregivers during the transition from acute
hospital to home (Phillips et al, 2004).
HF patients discharged from the hospital have relatively poor outcomes, including higher
morbidity and mortality rates (Korda et el., 2017). Furthermore, readmission rates and quality
outcomes have a direct impact on Medicare reimbursement (Jeffers & Astroth, 2013). The
Centers for Medicare and Medicaid Services (CMS) has lowered hospital reimbursement rates
for readmissions and provided incentives for hospital systems that have implemented effective
post-hospital discharge transition programs in an effort to reduce hospital readmissions
(Guirguis-Blake, 2016).
Poor discharge preparation and poorly executed transition from hospital admission to
discharge are major causes of hospital readmissions (Miller & Schaper, 2015). Factors
contributing to hospital readmissions among HF patients include (1) inadequate communication
with the patient and among the patient’s physicians at the time of discharge and (2) failure of
physicians to follow up after discharge (Harrison, Hara, Pope, Young & Rula, 2011). Nursing
education and coordinated follow-up care have been shown to improve self-care and enhance
quality of life for HF patients (Sezgin, Mert, Ozpelit & Akdeniz, 2016).
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The World Health Organization defines Palliative Care (PC) as an “approach to care that
improves the quality of life of patients and their families facing life-threatening illness, through
the prevention, assessment, and treatment of pain and other physical and psychological, and
spiritual problems.” PC, which can be delivered in conjunction with curative medical care, has
been shown to be an effective way of managing the symptoms experienced by HF patients and
therefore is a viable option for those patients who are not physically or emotionally ready for
hospice care (Lowey & Leibel, 2016). Clinical nurse leaders (CNL) play a crucial role in
facilitating coordination and management of health care to patients in all types of health care
settings (Harris, Roussel, & Thomas, 2014). The CNL will be instrumental in providing
education and oversight of coordination of care to restore the balance between the patient’s
quality of life and the improvement of patient outcomes and hospital readmissions among HF
patients 65 years and older.
Problem Description
The medical center located in California, is a 314-bed facility, that boasts a 48-bed
medical telemetry unit also known as 2 North (2N) and 2 South (2S). The purpose of the
inpatient unit is to provide excellent care to all admitted patients who require cardiac monitoring.
Implementation of quality changes is driven by enhanced patient-centered care and by
collaboration and teamwork among the members of the multidisciplinary team. Stable leadership
and effective collaboration among key players will be instrumental for successful
implementation of these changes.
This medical center is an innovation site; consequently, many initiatives are already in
place. One such initiative, Congestive Heart Failure (CHF) Rounds, targets HF patients. Its
overall aim is to provide extensive education to HF patients in effort to decrease utilization. CHF
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Rounds is led by the CHF nurse practitioner and includes various members of the
multidisciplinary team (including pharmacy, nursing, case management, dietary, and physical
therapy). Patients receive intense education from team members regarding diet, exercise,
medication management, and post-hospitalization follow-up care.
At this medical center, according to data obtained from the microsystem Dartmouth tool,
HF is among the top six diagnoses among admitted patients is the leading cause of hospital
readmissions within 6 months of discharge (see Appendix K, Figure K1). The average daily
census for HF patients at Kaiser Roseville is 40, and the average number of hospital
readmissions for HF patients is 20 (“CHF Inpatient List,” 2018). For 2017, the target metric for
30-day readmission rate was 0.67, and the final score was unsuccessful at 0.78 (“Readmission
Report,” 2018). However, current data for 2018 show a decline in 7-day HF readmissions from
4.6 to 3.1 (p=0.03), and 30-day readmissions data also show a trending decline (M. Gattani,
personal communication, March 8, 2018).
Available knowledge
The PICOT question that guided the search for evidence in this project was as follows: In
heart failure patients 65 years and older admitted to the hospital (P), how will the development
and testing of a referral process for PC consults (I) improve patient outcomes and reduce
readmissions within 1-month period in June 2018 (T)? Based on the PICOT question, an
electronic search was conducted in the Cochrane Database of Systematic Reviews, Pub Med,
Cinahl Complete, and Ebsco using the following search terms: clinical nurse leader, discharge
planning, hospital readmission, case manager, and patient outcomes. Limitations to the search
strategy included English language and no publications dated earlier than 2010. Results yielded
143 articles of which 4 are selected for the literature review. The selected articles were
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evaluated using Johns Hopkins Evidence-based Practice (JHEBP) research evidence appraisal
tool (see Appendix E).
Harrison, Hara, Pope, Young & Rula (2011) conducted retrospective analyses of claims
data of 30,272 commercial health plan members discharged from acute hospitals in 2008 to
determine the impact of telephonic intervention on the reduction of 30-day readmission.
Inclusion criteria consisted of health plan Medicare Senior Advantage members admitted to the
hospital in 2008 with diagnosis of asthma, coronary artery disease (CAD), chronic obstructive
pulmonary disease (COPD), pulmonary disease, depression, diabetes, end state renal disease
(ESRD), and HF. Patients who received telephonic intervention within 14 days of discharge
comprised of the intervention group; patients who did not receive a telephonic intervention
formed the comparison group. Results demonstrated that older age, male sex, and increased
initial hospitalization length of stay were associated with an increased likelihood of readmission
(P < 0.001). Discharge calls were associated with reduced rates of readmission, and the
intervention group participants were 23.1% less likely than the comparison group to be
readmitted within 30 days of discharge (P = 0.043). The findings indicated that timely discharge
follow-up by telephone supplemented with standard care was effective at reducing hospital
readmissions and therefore reduced costs for health plans and their members. This study can be
rated as Level of Evidence III-b using the JHEBP research appraisal tool.
Puls, Guerrero, & Andrew (2014) conducted a qualitative systematic review to synthesize
evidence for interventions aimed at reducing readmissions through a transition of care program.
Authors conducted literature review and synthesis from 33 research articles searched from
databases PubMed and Medline. All articles reviewed examined some measurement of hospital
readmissions as an outcome. The data was then synthesized into two categories: primary studies
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in which the readmission rate was measured as an outcome and studies that systematically
reviewed interventions aimed at improving the discharge process. In all studies reviewed,
transitional care interventions resulted in a significant reduction in readmission rate. This study
can be rated as Level of Evidence III-b using the JHEBP research appraisal tool.
Schell (2014) conducted a qualitative systematic review to investigate the potential
benefit of the discharge navigator, patient education, and discharge planning in the prevention
of hospital readmissions for heart failure as it relates to case management. Electronic literature
search was conducted from Medline, Cinahl, Cochrane Library Database, and PubMed, and 50
research articles were included for final review and synthesis of evidence. All articles
examined some measurement of hospital readmission as an outcome. Data analysis revealed
that increased education, communication, ensuring medication reconciliation and providing
good hand-off to other care providers improves transition of care and reduction of hospital
readmissions. This study can be rated as Level of Evidence III-b using the JHEBP research
appraisal tool.
Vedel and Khanassov (2015) conducted a systematic review and meta-analysis of
randomized control trials (RCTs) to determine the impact of transitional care interventions
(TCIs) on acute health service use by patients with heart failure and to identify the most
effective interventions and their optimal duration. The authors identified 41 RCTs for review
and analysis. Relative risk and 95% confidence interval was calculated for each outcome, and
stratified analysis was conducted to identify the most effective TCIs. The authors found that
high-intensity TCIs involving a combination of home visits and other types of follow-up such
as phone or clinic reduced readmission regardless of duration of follow-up. Moderate-intensity
TCI identified as home visits only were efficient in reducing readmission if implemented for
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longer at least 6 months. Low-intensity TCI consisting of only outpatient clinic or telephone
follow-up were not as effective in reducing readmissions. This study can be rated as Level of
Evidence III-b using the JHEBP research appraisal tool.
Rationale
HF is a chronic condition, and yet many patients are readmitted to the hospital as a
consequence of acute complications from poor self-management of HF symptoms. A
multidisciplinary approach that combines interventions in the hospital with interventions in the
patient’s home has been shown to reduce hospital readmissions (Puls, Guerrero, & Andrew,
2014). Interventions that have been proved effective in reducing hospital readmissions for HF
patients include the following (Shan, Finder, Dichosos, & Lewis, 2014):
•
•
•

Optimal medical management
Patient education and self-care instruction
Adequate post-discharge follow up

Thorough, coordinated medical care, combined with detailed, individualized, and
reinforced patient education and medication reconciliation, may optimize quality of life and
reduce readmission rates (Albert, 2016). Although PC has been shown to be an effective way of
managing distressing HF symptoms and thus of reducing hospital readmissions, patients are only
infrequently referred to PC services during their transition from hospital to home (Lowey &
Liebel, 2016). The knowledge deficit regarding PC, the unpredictable illness trajectory of CHF
patients, the common reluctance to make an early referral to PC services, and the frequent lack of
communication can all impede the provision of high-quality care to HF patients (Pere, 2012).
Currently, there is no standardized referral process for patient care coordinators (PCCs)
to refer HF patients to PC services. When PC referrals are initiated, they are usually completed
when a patient is in crisis mode during a second or third hospital readmission. Case studies of
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patients readmitted to the medical center within 30 days have revealed a clear trend in which the
majority of patients readmitted to the hospital have not been referred to PC services
(“Readmission Review Report,” 2018). For example, during the week of April 11, 2018, five out
of 10 HF patients had been referred to PC services; however, all five patients received their PC
consultations during a subsequent 30-day hospital readmission (“CHF Inpatient Report,” 2018).
These findings indicate that the medical center has a golden opportunity to strengthen and
standardize the PC referral process so as to ensure that PCCs refer all HF patients to PC during
the initial hospital encounter. PC can serve as a catalyst to help HF patients fully understand their
illness and treatment options and to improve their comfort and well-being, thereby enhancing
their quality of life and, ultimately, decreasing hospital readmissions.
The diffusion of innovations theory formulated by E. M. Rogers will guide the project by
serving as a framework to facilitate change among HF patients. This theory was described by
Rogers as a process by which an innovation is communicated over time among members of a
system with the purpose of providing exposure to the innovation (Stanhope & Turner, 2006). The
process is divided into the following five stages (Bowen, Stanton & Manno, 2012):
•
•
•
•
•

Knowledge
Persuasion
Decision
Implementation
Confirmation

The patient is at the center of this change strategy. Most patients are resistant to palliative
care because they are misinformed and incorrectly presume that PC equates to end-of-life care.
Utilizing the principles of the diffusion of innovations theory, the healthcare team can promote
and communicate PC services to patients earlier in the disease process as a means of helping
them achieve the highest quality of life possible. Over time, patients will come to recognize and
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value the benefits of PC services. Forming connections and building trust are essential to this
strategy; they are truly the catalysts that will promote change.
Aim
The specific aim of this project is to develop, standardize, and implement a referral
process wherein PCCs will promote and refer PC services to HF patients within a 30-day period
from May to June 2018. The global aim is to improve patient outcomes and reduce hospital
readmissions among HF patients 65 years and older from a monthly baseline of 20 to 18. At
present, PC is underutilized at the medical center. This project will help bridge the quality gap for
HF patients by offering a support system that will integrate psychological and spiritual aspects of
care by partnering with the primary medical team to devise an individualized care plan that
reflects the patient’s values, wishes, and preferences.
Context
A Strengths, Weaknesses, Opportunities, and Threats (SWOT) Analysis was completed
(see Appendix B, Figure B1). Strengths include supportive leadership and engaged staff. The
PCCs are strong advocates for the patient and are highly supportive of PC services to help
manage symptoms of HF patients. Resource Management Leadership is also very supportive
of the change practice and have always been advocates for PC services. Threats include
competing initiatives from other change processes. These threats were minimized by selecting
only 4 PCCs to focus and implement the change. Weaknesses include reliance upon PC to
provide the services. Although the aim of the intervention is to standardize the PC referral
process, the change process relies on PC providers to see the patient and provide the palliative
services. Opportunities are found in the potential for PC to expand their services further as the
awareness and growing need for PC becomes recognized.
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During an 8-hour shift with a full census of 48 patients, the staff of the inpatient unit
consists of two assistant nurse managers (ANMs), 12 registered nurses (RNs), four patient care
technicians (PCTs), and two unit assistants (UAs). Overall, the staff is very hard-working;
however, the implementation of new management and workflow processes has meant that some
staff members need more support than they previously did. Nonetheless, the staff is highly
resilient, as evidenced by the very low turnover rate and the well-staffed unit.
Hospital-based service (HBS) physicians rotate in weekly shifts of 7 days in a row before
handing off their patients to the following physician on Tuesdays. The PCC and HBS teams
follow a pairing model, in which each PCC shares a caseload with an individual HBS. The
pairing model helps to ensure effective communication and continuity between PCC and HBS as
well between healthcare providers and patients.
PCCs play a pivotal role during the patient’s transition from hospital to home.
Interdepartmental and intradepartmental collaboration and coordination are primary drivers of
the PCC workflow. As a patient advocate, the PCC makes referrals to appropriate healthcare
providers before discharge to ensure that patients remain well connected to their healthcare
providers. PCCs work closely with HBS physicians to ensure that patients are well supported and
appropriately prepared to return home safely so that optimal outcomes can be achieved.
The cost of a hospital admission averages $15,000 and the average cost for a 1-day length
of stay (LOS) in the hospital is $3600.00 (D. Ford, personal communication, March 1, 2018).
The associated cost for PCC training to roll out this initiative is $1820.00, which includes staff
wages. The total revenue is $43,200, and the calculated Return of Investment (ROI) is $41,380
(see Appendix C, Table C1). The anticipated return on investment has been reviewed with
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leadership, who have offered full support for the development of an initiative to standardize and
improve the PC referral process.
Intervention
PCCs are required to complete an initial assessment (IA) with all patients admitted to the
hospital. The IA is completed as a face-to-face encounter between the PCC and the patient and/or
family members, during which the PCC assesses the patient’s level of function, support system,
housing situation, finances, insurance status, and any other information that might affect
discharge. The PCC then offers recommendations and referrals based on findings from the IA.
The intervention to be implemented by the PCC will consist of actively discussing and
promoting PC consultation to HF patients during the face-to-face IA encounter. During the IA,
the PCC will also incorporate the following standardized scripting: “While you are here in the
hospital, I strongly recommend that you take advantage of our PC team, which collaborates with
your primary physician to help manage your HF symptoms, establish goals of care and improve
your quality of life; the added benefit is that PC will continue to see you after you leave the
hospital.” After promoting PC as a beneficial adjunct to the medical plan of care, the PCC will
then obtain the patient’s verbal consent to the PC referral before notifying the HBS physician to
place the order for the PC consult.
Study of the Intervention
Training took place during the PCC staff meeting in May 2018 and during daily morning
huddles led by the utilization management (UM) manager and assistant manager. The
intervention rolled on out May 21, 2018 and was reinforced by the UM manager and assistant
manager during daily morning huddles. During this time, the UM manager and assistant manager
debriefed with the PCCs at the end of each work day to ensure that the PCCs followed the
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standardized scripting and completion of the PC referrals in partnership with the HBS
physicians.
Initially, the intervention included only two PCCs to carry out the intervention.
However, on day three of the intervention, it became evident that there were not enough patients
upon which to implement the intervention. Consequently, a total of 4 PCCs were trained to
implement the change practice (see Appendix D, Figure D1).
Another PDSA cycle that occurred was a partnership with dietary services. When the
leader of the dietary team heard that the PCC team was implementing this change practice, the
director of dietary services approached this writer to explore an opportunity to collaborate to
provide education to HF patients regarding importance of adherence to a low sodium diet. This
subsequent change process and intervention will continue to be developed and implemented by
both the PCC and Dietary team on an ongoing basis (see Appendix D, Figure D1).
Measures
The outcome, process and balancing measures were carefully chosen (see Appendix A,
Table A1). Data for validating the outcome measures are easily attainable from a variety of
reliable reports, which are prepared by regional practice leaders and sent to the UM manager
daily and weekly. The UM manager and assistant manager will closely monitor the process
measures and support the PCCs to help ensure the completeness and accuracy of the
intervention. The UM manager will provide support and oversight to the PCC team during daily
morning huddles and while rounding with the PCCs as they complete the IAs.
The outcome measures include the number of PC referrals made during the inpatient stay.
Target is 90%, and data collection source includes PCS Tracking Log, which the PCCs complete

14
PALLIATIVE CARE REFERRAL PROCESS
tat the end of their shift. The PC Tracking Log will also be validated against the electronic
medical record to verify that the patient received the PC referral as initiated by the PCC.
The process measure is the development of standardized PC referral process. The target
is 90% completion, which will be verified during PCC interviews and daily debrief with the
PCCs. Balancing measure is indicated by an overall increase in PC referrals. The target is 90%,
and date will be verified by interview and discussions with the PC Team.
Ethical Considerations
This project was reviewed by faculty and is determined to qualify as an Evidence-based
Change in Practice Project, rather than a Research Project. Institutional review board (IRB)
review is not required (see Appendix I, Figure I1). According to Lowey and Liebel (2016),
knowledge of, attitudes toward, and previous experience with PC have been found to influence
clinicians’ referrals to PC. PCCs must be mindful of their personal attitudes toward PC as they
take on this new process improvement initiative and assume the role of patient advocate in
promoting PC so as to help reduce symptom burden, decrease readmissions, and improve
patients’ overall quality of life.
Results
Because this intervention is a new process, there is no benchmark data to assess the
current performance prior to the intervention. PCCs do not routinely play a hand in initiating PC
referrals; however, this intervention strives to change that by making the PCC driver of the PC
referral by use of the standardized referral process. Each PCC/HBS Team consists of a range
from 8 to 14 patients. Two PCCs were initially chosen to complete the intervention. However,
during the third day of the intervention, it became evident that there were not enough patients
upon which to complete the process improvement initiative. Consequently, the intervention
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branched out to include a total of four PCCs over the course of 30 days. A total of 26 patients
represents the sample size of HF patients identified by the PCCs to participate in the intervention
(see Appendix D, Figure D1). Figure 1.3 displays 22 out of the 26 patients (85%) who received
the PC standardized scripting (see Appendix E, Figure E1. Figure 1.4 shows that out of the 22
patients who received the PC standardized scripting, 12 patients (46%) received PC referrals.
The 4 eligible HF patients did not receive PC standardized scripting due to HBS physician
discretion; among these patients, the physician did not feel that PC would be beneficial. Ten
patients who received PC scripting did not receive a PC referral due to the following reasons:
patient declined, physician declined, or family declined.
An unintended consequence of the intervention was that the PC team felt an impact in
their referral volume. The PC team is short-staffed due to uncontrollable factors. Because of
this, the PC team recently implemented a process wherein they triage their referrals prior to seeing
the patient to ensure that the PC referral is truly appropriate and necessary. If the PC physician
feels that a PC consult is not necessary, the PC physician will hand the referral back to the HBS
physician to address any concerns.
Summary
This project was successful in that the specific aim to develop, standardize, and implement
a referral process wherein PCCs will promote and refer PC services to HF patients within a 30day period from May to June 2018 was achieved. Before the implementation of the intervention,
there was no standardized process in which the PCC was the driver of the PC referral. Because
the PCC evaluates all patients admitted to the medical center, assigning the PCC as the driver of
the intervention led to the success of the implementation.
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It is too soon to evaluate the effect that the standardized PC referral process had on HF
readmissions, but this data point will continue to be monitored. Since training of the PCCs was
embedded into the daily morning huddles, the cost of training was minimal. The project was
intended to utilize PC services to help bridge the transition from hospital to home by providing
in-depth symptom management, supporting goals of care, and by providing continued
monitoring and oversight in adjunct with the primary medical team.
An unintended discovery from the implementation of this project is that PC services at
this medical center concentrates heavily on primary palliative care, which centers upon life-care
planning as opposed to the management of distressing symptoms from chronic illness, including
heart failure. Currently, there is no contingency plan for the PC department to switch its focus
from life-care planning to in-depth symptom management due in part to limited resources and
staffing within the PC department.
Conclusions
There appears to be some hesitation and possibly even denial or fear from patients when
approached by the clinician to discuss PC. Among the patients who received the standardized
PC scripting and declined the PC referral, these patients verbalized that they did not feel ready to
have a conversation with PC. One patient even verbalized that he was insulted that he would
even be considered for such referral. As clinicians get into the practice of having PC discussions
with patients earlier on in the illness trajectory, I expect that it will become easier for the patients
to discuss goals of care with their providers.
Shortly after implementation of the intervention, it became evident that the Palliative
Care Program at this medical center does not possess the bandwidth or resources to provide
ongoing support to complex patients, who are extremely high risk for readmission. The PC team
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is very limited with resources, and they are unable to accommodate follow up visits in the
outpatient arena. To effectively manage distressing symptoms from HF, PC needs to be
implemented at the earliest opportunity (Uppal, 2013). PC is meant to provide holistic
interventions designed to address quality of life for patients and their families living with serious
life limiting chronic illness (Uppal, 2013). There is a missed opportunity at this medical center
to provide PC benefits to HF patients to optimize symptom management and improve clinical
outcomes.
All the PCCs involved in the intervention had a very good understanding of the initiative
and a very good understanding of PC services. Although, the PCCs followed a standardized
scripting, the PCCs had the autonomy to weave the scripting into their own workflow and with
their own communication style. None of the PCCs involved had a bias towards or against PC; all
were aware that PC can have a significant impact on the management of HF patents.
Literature indicates that PC is an effective way to manage distressing symptoms among
HF patients (Lowey, Liebel, 2016 & Uppal, 2014). Because of this, a practice change project
was implemented to standardize the PC referral process. For sustainability efforts, the PC
standardized referral process will be implemented among the entire PCC team. Although the
change practice was successful, it was found that PC does not have the bandwidth to fully
support PC patients in the outpatient arena. It was discovered that PC primarily provides care to
patients in the inpatient hospital. Consequently, for next steps, it may be beneficial to evaluate
and model the successes of another PC department at a medical center with like size and
demographics and in particular a PC department which successfully provides PC services to
patients in the inpatient and outpatient areas.
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Appendix A
Table A1 Family of Measures
Measure
Outcome
Number of Palliative Care referrals made
during inpatient hospitalization
Process
Development and implementation of
standardized PC referral process

Data Collection Source

Target

Chart Review, PCS tracking log

90%

Interview with PCCs, daily debrief
with PCC

90%

Balancing
Overall increase in PC referrals

Interview and discussions with PC
Team

90%

Appendix B
Figure B1 Strengths, Weaknesses, Opportunities, and Threats (SWOT) Analysis
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Appendix C
Table C1 Return of Investment (ROI)

Appendix D
Figure D1 Plan Do Study Act (PDSA) Cycles
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Appendix E
Figure E1 Run Chart Indicating Number of Patients Identified for Intervention

Appendix F
Figure F1 Run Chart Indicating Number of Patients Who Received Standardized PCS Scripting
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Appendix G
Figure G1 Run Chart Indicating Number of Completed PCS Referrals
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Appendix H
Figure H1 Johns Hopkins Research Evidence Appraisal Tool
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Appendix I
Figure I1 CNL Project: Statement of Non-Research Determination Form

28
PALLIATIVE CARE REFERRAL PROCESS

29
PALLIATIVE CARE REFERRAL PROCESS

30
PALLIATIVE CARE REFERRAL PROCESS
Appendix J
Figure J1 Project Charter
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Appendix K
Figure K1 Microsystem Assessment Dartmouth Tool
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Appendix L1: Literature Review Table
Citation

Aims

Design &
Methodology

Albert, N.
(2016).
Heart and
Lung (45),
100-113.

Purpose: To
provide
guidance to
health care
providers in
developing
and
implementin
g appropriate
systems and
processes
that may
promote a
reduction in
acute
decompensat
ed HF
(ADHF) and
both all cause
and HFspecific
rehospitalizat
ion

Design:
literature review
Method:
Database
search:
PubMed,
Google Scholar,
Medline,
CINAHL,
EMBASE, and
Cochrane
Library. Key
terms: transition
of care, care
transition,
transition after
hospitalization,
transition for
HF patients,
care continuum
transition,
transition
interventions.

Sample & Setting
Inclusion: searches limited
to English language
published from 1990-2015.
Articles included in review
if they had patients with HF,
had at least 1 transition
component from one setting
to another, and evaluated
interventions in North
America.
Exclusion: Articles outside
the 1990-2015 range, no
transition component and
not in North America.
Setting: HF patients
discharged from acute
hospital setting to home.

Variables
Studied

Measurement
& Analysis

Authors
researched
several
transitional
care models
which were
developed to
manage the
discharge
processes for
patients with
chronic
disease,
including HF.
Based on these
findings, the
authors derived
8 transitional
care themes.

8 transitional
care themes: 1)
Planning for
discharge; 2)
multiprofessional
teamwork,
communication
and
coordination 3)
timely, clear
and organized
information; 4)
medication
reconciliation
and adherence;
5) engaging
social and
community
support groups;
6) monitoring
and managing
signs and
symptoms after
discharge and
delivering pt
education; 7)
oupt follow up;
8) palliative and
end of life care

Findings
Thorough,
coordinated
medical care,
combined with
detailed,
individualized,
and reinforced
patient education
and medication
reconciliation
may optimize the
quality of life
and reduce
readmission

Appraisal:
Worth to
Practice
Level of
evidence: IV-b
Johns Hopkins
Nursing
Evidence-Based
Practice Tool
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Appendix L2: Literature Review Table
Citation

Aims

Harrison, P.
(2014).
Population
Health
Managemen
t, 14(1), 2734.

Purpose: To
determine
whether
telephonic
outreach to
ensure
patient
understandin
g of and
adherence to
discharge
orders
following a
hospitalizatio
n is effective
at reducing
hospital
readmissions
within 30
days after
discharge.
Hypothesis:
Specialized
telephonic
intervention
made to
patients
discharged
from the
hospital will
reduce
hospital
readmissions.

Design &
Methodology
Design:
retrospective
cohort study
Method:
Retrospective
analyses of
claims data of
30,272
members of a
commercial
health plan who
were discharged
from the
hospital in 2008
to determine the
impact of
telephonic
intervention on
the reduction of
30 day
readmissions.
Patients who
received phone
call within 14
days of
discharge
comprised of
intervention
group; patients
formed
comparison
group.

Sample & Setting
N = 30,272
• 6773 – received phone
call
• 23,499 – no phone call
Demographics:
Female: 16,236
Male: 14,036
Age <18: 831
Age 18-34: 3059
Age 35-49: 6295
Age 50-64: 12,622
Age 65+: 7465
Inclusion: All patients with
hospital admission in 2008
with diagnosis of asthma,
CAD, COPD, pulmonary
disease, depression,
diabetes, ESRD, or heart
failure.
Exclusion:
Patients who were
readmitted prior to receiving
a discharge call were placed
in the comparison group.
Setting: Convenience
Sampling obtained from
claims data from a
commercial health plan in
Franklin, Tennessee.

Variables
Studied

Measurement
& Analysis

Patients who •
received
telephone call
within 14 days
of discharge
comprised of
the
intervention
group; patients•
who did not
receive
discharge call
formed
comparison
group.
•

Fisher’s exact
test assessed
association
between sexual
orientation and
30-day hospital
readmission.

Limitations:
Unable to
determine
conclusively
that the impact
of
readmissions
was solely due
to the
telephone call
intervention.

CochranArmitage test
looked for
trends in 30-day
readmissions.
Multiple logistic
regression used
to determine
impact of
hospital
discharge calls
on preventing
30-day
readmissions

Findings
•

420 of 6733
patients who
received
phone call
were
readmitted

•

Patients who
do not
receive
follow up
discharge
call within
14 days are
more likely
to be
readmitted to
the hospital
within 30
days than
those who
do receive
calls (p =
0.043).

Intervention
group 23.1% less
likely to be
readmitted than
comparison
group.

Appraisal:
Worth to
Practice
Level of
evidence: IV-b
Johns Hopkins
Nursing
Evidence-Based
Practice Tool
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Appendix L3: Literature Review Table
Citation

Aims

Lowey,
Susan.
(2016).
Journal of
Hospice &
Palliative
Nursing
18(6), 572578.

Purpose: To
examine
factors that
influence the
care
transitions of
end-state HF
patients to
palliative
home health
care.

Design &
Methodology
Design: 2-phase
prospective
mixed-methods
qualitative study
Method: Phase
1: Palliative
Referral
Decisions
Survey sent to
home care
coordinator and
discharge nurses
whose role is to
facilitate patient
discharge from
hospital to
home. The
purpose of this
survey was to
develop themes
for second
phase. Phase 2:
Palliative Care
Decisions
Referral survey
sent to home
care nurses and
administrators
to obtain
knowledge and
attitudes about
palliative care.

Sample & Setting
Inclusion: Phase 1 included
purposive sample of 14
nurses who met the
following criteria: 1)
currently employed as home
care coordinator/discharge
nurse 2) have been in current
position for more than 1 year
3) work a minimum of 10
shifts/month. Phase 2:
survey was sent to random
sample of nurses employed
at home care agencies in
New York State using online
tool Survey Monkey.
Exclusion: Phase 1
exclusion criteria: Home
care coordinator/discharge
nurses employed in current
position less than 1 year and
work less than 10 shifts per
month. Phase 2 exclusion
criteria: home care agencies
that indicated they did not
have a PC team.
Setting: surveys were sent
to nurses in New York State

Variables
Studied

Measurement
& Analysis

Phase 1
themes: 1)
personal
comfort with
discussing endof-life issues.
2) lack of
patient and
family
awareness 3)
systems related
barriers to
referrals for
palliative home
care. Phase 2
themes: 1)
factors
associated with
palliative care
referrals. 2)
nurse
demographics.
3) home care
agency
demographics.
4) referral
demographics

Phase 2 survey
included a 3point Likert
scale that
included a list
of likely
patient-related
factors that
precipitated
palliative care
referrals.
Survey data
entered into
SPSS 20.0 to
examine the
relationship
between
palliative care
referrals ad
nurse
demographics.
Composite
score from
Bivariate
analyses were
used to examine
the relationship
between
palliative care
referrals and
nurse
demographics.

Limitations:
No reliability
or validity tool
for data
obtained.

Findings
Differences
found in the
overall processes
used to make
referrals for HF
patient to
palliative home
care. Significant
lack of
awareness from
nurses about
whether their
agency had a
protocol in place
for determining
eligibility for PC
in HF patients.
There is a need
for training of
discharge nurses
both in
determining
eligibility for PC
and in adopting a
process for the
discharge
protocol in
general.

Appraisal:
Worth to
Practice
Level of
evidence: III-b
Johns Hopkins
Nursing
Evidence-Based
Practice Tool
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Appendix L4: Literature Review Table
Citation

Aims

Pere, K.
(2012).
Canadian
Journal of
Cardiovascu
-lar
Nursing,
22(3), 1217.

Purpose: To
identify
evidencebased
strategies and
frameworks
that would
aid nurses
and other
health care
professionals
in the
integration of
palliative
care into the
care path of
CHF
patients.

Design &
Methodology
Design:
literature review
Method:
Strategies and
frameworks for
the Integration
of Palliative
Care ito the care
path of CHF
patients was
reviewed.

Sample & Setting
Inclusion: Review of RCTs,
literature reviews,
systematic reviews.

Variables
Studied

Measurement
& Analysis

4 main issues
seem to
impede the
provision of
high-quality of
care for CHF
patients:
knowledge
deficit
regarding
palliative care,
unpredictable
illness
trajectory for
CHF patients,
reluctance to
early referral to
palliative care
services, lack
of
communication
.

Frameworks
identified to
integrate
palliative care
for CHF
patients include:
evidence-based
practice
guidelines,
multidisciplinar
y educational
interventions,
role of APN,
integrated care
pathways,
advanced care
planning, and
models.

Findings
To integrate
Palliative Care
into the disease
management of
CHF patients,
practitioners
must:
-Integrate
Medical and
nursing best
practice CHF
guidelines into
clinical practice
-Integrate care
pathway that will
support nursing
and other health
professionals in
decision-making,
and care
planning for
CHF patients.
-CHF patients
receive education
re: advance life
care planning
prior to hospital
discharge to be
readmitted than
comparison
group.

Appraisal:
Worth to
Practice
Level of
evidence: IV-b
Johns Hopkins
Nursing
Evidence-Based
Practice Tool
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Appendix L5: Literature Review Table
Citation

Aims

Puls, S.
(2014).
Journal of
Nursing
Education
and Practice
4(6), 37-52.

Purpose: To
synthesize
the evidence
for
interventions
aimed at
reducing
readmissions
through a
transition
care
program.

Design &
Methodology
Design:
qualitative
systematic
review
Method:
Research
studies from
PubMed and
Medline were
searched and
included the
following
search terms:
home care
services,
continuity of
patient care,
patient
discharge,
patient-centered
care, health
planning, and
patient
readmission.
The outcome
measurer of
interest was
readmission
rate.

Sample & Setting
Inclusion: Quantitative
studies, qualitative studies
and expert opinion articles in
which a transition of care
intervention was
implemented. Studies in
English in which a nursing
care intervention was
implemented before, during
or after hospitalization to
adults patients hospitalized
in an acute care setting who
were being discharged to
home.
Exclusion: Wrong
population, wrong age,
wrong setting, and
interventions provided by
non-nurse.
Setting: Patients discharged
from acute hospital setting to
home

Variables
Studied

Measurement
& Analysis

33 research
articles were
included for
final and
review and
synthesis of
evidence. All
articles
examined some
measurement
of hospital
readmission as
an outcome.

Data
synthesized into
two categories:
primary studies
in which the
readmission rate
was measured
as an outcome,
and studies that
systematically
reviewed
interventions
aimed at
improving the
discharge
process.

Limitations:
Studies
included
multiple
nursing
interventions.

Findings
Transitional care
intervention
resulted in a
statistically
significant
reduction in
readmission rate.
Several studies
evaluating
intervention
occurring during
and after
hospitalization
demonstrated
significant
results.

Appraisal:
Worth to
Practice
Level of
evidence: III-b
Johns Hopkins
Nursing
Evidence-Based
Practice
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Appendix L6: Literature Review Table
Citation

Aims

Schell, W.
(2014).
Professional
Case
Managemen
t 19(5), 224234.

Purpose: To
investigate
the potential
benefit of the
discharge
navigator,
patient
education,
and
discharge
planning in
prevention of
hospital
readmissions
for heart
failure as it
relates to
case
management.

Design &
Methodology
Design:
qualitative
systematic
review
Method:
Electronic
literature search
from the
following
databases:
Medline,
CINAHL,
Cochrane
Library, and
PubMed.
Search terms
included:
congestive heart
failure, hospital
readmission,
discharge
navigator,
discharge
educator,
discharge
advocate,
transitional
care, teach back
education and
patient
education.

Sample & Setting
Inclusion: Review of RCTs,
literature reviews, systemic
reviews, a prospective
longitudinal study, case
study and pilot program in
which nurse led transitional
care intervention were
implemented for heart
failure patients discharged
from the hospital.
Exclusion: Patients admitted
to the hospital for diagnosis
other than heart failure.
Setting: Patients discharged
from acute hospital setting to
home

Variables
Studied

Measurement
& Analysis

50 research
articles were
included for
final and
review and
synthesis of
evidence. All
articles
examined some
measurement
of hospital
readmission as
an outcome.

Data analyzed
revealed that the
following
nursing
interventions
are suggestive
of reducing
acute hospital
readmission for
heart failure
patients:
• Enhancing
education
&
communicati
on

•

•

Ensuring
accurate
medication
reconciliati
on and
follow up
appointmen
ts are made
Providing
good handoff
communicati
on to other

care
providers

Findings
Hospital case
manager has
opportunity to
greatly influence
patient outcomes
and readmission
rates when
employing
interventions
related to patient
education and
self management.

Appraisal:
Worth to
Practice
Level of
evidence: III-b
Johns Hopkins
Nursing
Evidence-Based
Practice
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Appendix L7: Literature Review Table
Citation

Aims

Sezgin D.
(2017).
Internationa
l Journal of
Nursing
Studies
70(2017),
17-26.

Purpose: To
investigate
the potential
benefit of the
discharge
navigator,
patient
education,
and
discharge
planning in
prevention of
hospital
readmissions
for heart
failure as it
relates to
case
management.

Design &
Methodology
Design: single
blind,
randomized
controlled study
Method: Data
were collected
at the beginning
of the trial, and
at three and six
months after the
study
commenced.
Patients in the
intervention
group were
supplied with
specific heart
failure
education;
versus the
control group,
who received
basic education.

Sample & Setting
Inclusion: Heart failure
patients ages 18 years and
older with heart failure
functionally classified as
NYHA II or NYHA III.
Participants must be literate,
able to speak and understand
Turkish, and be alert and
oriented and willing to
participate in the study.
Exclusion: Patients who had
undergone cardiac bypass
within 6 months; cancer
patients receiving
chemotherapy or radiation
therapy; COPD patients on
ventilation; patients with
cerebrovascular or
rheumatoid arthritis; patient
with hearing or visual
impairments.
Setting: heart failure
outpatient clinic of a
university hospital in
Turkey.

Variables
Studied

Measurement
& Analysis

90 patients
with heart
failure were
randomly
assigned into
either the
specialist
nursing care
group (n=45)
or the control
group (n=45).

Statistically
significant
difference was
found between
the intervention
and control
group with
respect to the
self-care and
quality of life
scores at both
three and six
months. While
the intervention
group
experienced
fewer
readmissions at
three months,
no significant
differences were
found at six
months.

Findings
Nursing
education and
follow-up for
patients with
heart failure
improved selfcare and quality
of life. Although
there were no
significant
differences
between the
groups at six
months, fewer
readmissions in
the intervention
group was
considered to be
a very important
result.

Appraisal:
Worth to
Practice
Level of
evidence: II-b
Johns Hopkins
Nursing
Evidence-Based
Practice
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Appendix L8: Literature Review Table
Citation

Aims

Shan, D.
(2014).
Journal of
Nursing
Education
and
Practice4(5)
, 23-32.

Purpose:
Conduction
of integrative
review of
literature that
assessed the
value of
interventions
to reduce HF
readmission
rates.
Primary
focus on
important
role of
nursing care
in
successfully
implementin
g many of
these
interventions.

Design &
Methodology

Sample & Setting

Design:
integrative
literature review

Inclusion: Articles
published within the last 10
years

Method:
Electronic
literature search
from the
following
databases:
CINAHL,
Cochrane
Library, and
PubMed.
Search terms
included: “heart
failure nursing,”
“heart failure
readmissions,”
“heart failure
programs,” and
“interventions
for heart failure
readmission.”

Exclusion: Articles
published outside the 10year mark
Setting: Patients discharged
from acute hospital setting to
home

Variables
Studied

Measurement
& Analysis

High priority
given to
articles
referenced by
national HF
guideline
documents an
expert
consensus
statements. 88
articles were
initially
screened by 2
reviewers. 40
articles
remained
which were
relevant and
utilized in the
lit review.

Data analysis of
three separate
phases of HF
management
which are now
widely
accepted:
* Pre-discharge
* Transition of
care
* Post-discharge

Findings
Interventions
shown to reduce
HF readmissions:
• Optical
medical
management
• Patient
education
and self-care
instruction
• postdischarge
follow up
* Variable
implementation
of nursing
interventions
* Several
interventions
implemented
together is
essential to
produce a
meaningful
reduction of HF.

Appraisal:
Worth to
Practice
Level of
evidence: IV-b
Johns Hopkins
Nursing
Evidence-Based
Practice
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Appendix L9: Literature Review Table
Citation

Aims

Vedel, I.
(2015).
Annals of
Family
Medicine
13(6), 562571.

Purpose: To
determine the
impact of
transitional
care
interventions
(TCIs) on
acute health
service use
by patients
with heart
failure in
primary care
and to
identify the
most
effective
interventions
and their
optimal
duration.

Design &
Methodology

Sample & Setting

Design:
systematic
review and
meta-analysis of
RCTs

Inclusion: Patients enrolled
in RCTs with admitting
diagnosis of heart failure and
discharged from hospital to
home.

Method:
Electronic
literature search
from the
following
databases:
Medline,
PsycInfo,
EMBASE, and
Cochrane
Library
databases.
Meta-analysis
performed to
assess impact of
transitional care
intervention on
all-cause
hospital
readmission and
ED visits.

Exclusion: Patients admitted
to the hospital for diagnosis
other than heart failure.
Setting: Patients discharged
from acute hospital setting to
home.

Variables
Studied

Measurement
& Analysis

High-intensity
TCI: home
visits with
other types of
follow up or
Telecare
combined with
home visit or
phone followup.

Taxonomy of
TCIs based on
intensity and
assessed the
methodological
quality of trials.

Moderateintensity TCI:
home visits
only or
combination of
phone followup in a clinic
without home
visits or
Telecare.
Low intensity
TCI:
structured
telephone
follow up
without home
visit.

Relative risk
and 95%
confidence
interval
calculated for
each outcome.
Stratified
analysis was
conducted to
identify the
most effective
TCIs.

Findings
TCIs
significantly
reduced risk of
readmissions and
ED visits by 8%
and 29%
respectively.
High-intensity
TCIs reduced
readmission risk
regardless of
duration of
follow-up.
Moderateintensity TCIs
were efficient in
reducing
readmission if
implemented for
a longer duration
(at least 6
months).
Low-intensity
TCIs consisting
of only
outpatient clinic
follow-ups or
telephone followups were not as
efficacious.

Appraisal:
Worth to
Practice
Level of
evidence: III-b
Johns Hopkins
Nursing
Evidence-Based
Practice

